This study aimed to explore the reliability of self-reported trauma histories in a population with a diagnosis of Bipolar Disorder using the Childhood Trauma Questionnaire. Previous studies in other populations suggest high reliability of trauma histories over time and it was postulated that a similar high reliability would be demonstrated in this population. Thirty-nine patients with a confirmed diagnosis (DSM-IV criteria) were followed-up and re-administered the Childhood Trauma Questionnaire after 18 months. Cohen's kappa scores and intraclass correlations suggest reasonable test-retest reliability over the 18-month time period of the study for all types of childhood abuse, namely emotional, physical, sexual, and physical abuse and emotional neglect. Intraclass correlations ranged from r = .50 to (sexual abuse) to r = .96 (physical abuse). Cohen's kappas ranged from .44 (sexual abuse) to .76 (physical abuse). Retrospective reports of childhood trauma can be seen as reliable and are in keeping with results found with other mental health populations.
INTRODUCTION
Prevalence rates of childhood and/or adult traumatic experience in patients with bipolar disorder (BD) are generally reported to be high. Published prevalence rates of lifetime trauma range from 38.5% to 94.2% (Hammersley et al., 2003; Maguire, McCusker, Meenagh, Mulholland, & Shannon, 2008; Mowlds et al., 2010; Neria, Bromet, Carlson, & Naz, 2005; Neria et al., 2008) . Prevalence rates of childhood sexual abuse range widely from 7.1 % to 35.8% (Hammersley et al., 2003; Leverich et al., 2002; McIntyre et al., 2008) and rates of physical abuse also vary from 8.4% to 35% (Leverich et al., 2002; McIntyre et al., 2008) . Emotional abuse also appears a common form of childhood abuse reported; with prevalence rates ranging from between 25 to 43% (Garno, Goldberg, Ramirez, & Ritzler, 2005; Maguire et al., 2008; Mowlds et al., 2010) . Two reviews of childhood trauma in BD have been published to date (Etain, Henry, Bellivier, Mathieu, & Leboyer, 2008; Fisher & Hosang, 2010) and one review of the impact of child sexual abuse on the course of the disorder (Maniglio, 2013) .
A wide range of associations have been reported between outcomes in BD and childhood trauma. Childhood trauma is associated with an earlier age of onset of BD (Carballo et al., 2008; Garno et al., 2005; Leverich et al., 2002) , an increased number of hospital admissions (Maguire et al., 2008) , hallucinations (Hammersley et al., 2003) , higher rates of mania (Garno et al., 2005) , impulsivity (Brown & Anderson, 1991) , faster cycling frequency (Leverich et al., 2002) and current inter-episode depressive mood (Maguire et al., 2008; Mowlds et al., 2010) . Higher incidence rates of co-morbid mental health disorders such as anxiety, panic (Brown & Anderson, 1991) , and alcohol and substance misuse (Garno et al., 2005; Leverich et al., 2002) have been reported. There is a consistently reported relationship between suicidality and traumatic experience in BD (Fisher & Hosang, 2010) .
Given this evidence it can be asserted that a history of traumatic experience is of clinical importance and it is thus of value to determine the reliability of the reporting of trauma histories among patients with a history of bipolar affective disorder. The possibility that individuals may not accurately report traumatic experiences has concerned both clinicians and researchers in the past.
Within populations with severe mental illness more generally, there is evidence that collateral histories from patients' mothers do not correspond well to self-report of adverse experience (Fisher, Bunn, Jacobs, Moran, & Bifulco, 2011) suggesting that caution should be exercised when using this method. This is particularly the case when using parental collateral histories in relation to a history of parental neglect. Reporting of trauma in young men has been shown to be unstable over time mainly due to false negatives in reporting; a tendency to underreport trauma initially is common (Fergusson, Horwood, & Woodward, 2000) . Reliability in trauma reporting in a group of females with mental health problems and/or substance misuse was adequate for most items (McHugo et al., 2005; Meyer, Muenzenmaier, Cancienne & Struening, 1996) . Similar high reliability was found even in populations with severe mental health problems such as schizophrenia (Fisher et al., 2009) .
Within BD, the use of specific trauma questionnaires has been shown to uncover apparently robust higher rates of trauma than are found in routine clinical questioning (Shannon, Maguire, Anderson, Meenagh, & Mulholland, 2011) .
Clinicians frequently do not appear to be asking about traumatic histories in routine clinical practice. There may be a variety of reasons for this. Young, Read, Harrison and Barker-Collo (2001) , in a survey of mental health professionals, have identified a number of reasons why this may be the case. These include beliefs that there are more important issues to enquiry about and not wanting to upset the patient and open a "Pandora's box". Another reason was the belief that enquiring about abuse could possibly induce false memories. This was related to the concern that response to enquiries about abuse may not be valid or reliable. While this belief about the lack of reliability and validity of reports have been increasingly countered with research in disorders such as schizophrenia (Fisher et al., 2009; Fisher et al., 2011) , there is still a paucity of evidence from samples with a diagnosis of BD.
It may well be that there are added concerns about the reliability of validity of reports in BD related to the fluctuations in mood associated with the condition and the possibility that these extreme fluctuations may increase the likelihood of recall of abuse is dependent on mood state (Lewinsohn & Rosenbaum, 1987) . It is therefore important to establish the reliability of trauma reports in people with a diagnosis of Bipolar Disorder specifically as well in people with other forms of types of presentations.
The aim of this study is to examine the reliability of the reports of childhood trauma in a sample of people with a diagnosis of BD using the Childhood Trauma Questionnaire (CTQ) (Bernstein & Fink, 1998) .
METHOD
The present study is based in part on self-report trauma data already reported in a previous publication (Maguire et al., 2008) . Ethical approval was granted by a local research ethics committee, regulated by a statutory research governance framework.
Each participant gave written informed consent.
Participants
Participants were drawn from all 72 patients with a diagnosis of Bipolar Disorder attending a public mental health service in Northern Ireland. The service had a welldefined catchment area (population: 85,000). No other privately or publicly funded mental health facilities operate in the area. To be included in the study participants had to: (1) have a diagnosis that was established according to DSM-IV (American Psychiatric Association, 2000) for BD I or II by the consensus of two psychiatrists, (2) be currently attending the service, (3) be over the age of 18 years and (3) be currently considered by their mental health team as having the ability to give informed consent. Participants were excluded if: (1) they were currently experiencing a relapse of their illness (inpatient admission), (2) had a history of a moderate of severe head injury or (3) were currently reporting any severe medical conditions that interfere with their ability to attend for research appointment.
Participants (N = 60) ranged in age from 25 to 70 years (M = 49.1, SD = 11.6) and 34 were female and 26 were male. Further details of the sample have been published previously (Maguire et al., 2008) . All self-report measures were administered in person (by CMe) and took place at the outpatient clinic in the service. The 60 participants were followed-up 18 months later and the child trauma measure was re-administered by a second author (WM).
Twenty-one participants were lost to follow-up. Nine refused consent to be readministered the CTQ and 12 had lost contact with the service. Participants who were re-administered the CTQ (n = 39) ranged in age from 29 to 70 years (M = 51.2, SD = 11.5). Twenty were female and 19 were male. There were no significant differences between those who were follow-up and those who were not on any variables including gender (χ 2 = 1.316; p = .251), age (t = 1.043; p = .301), number of admissions (t = 1.276; p = .207) or total Childhood Trauma Questionnaire score (t = 0.516; p = .608) or any of its subscales. Only 3 of the participants had received psychological therapy prior the study and none of the participants received therapy during the 18 month follow-up period.
Measurements
The CTQ (Bernstein & Fink, 1998 ) is a 28-item self-report measure of childhood abuse. Five clinical subscales include emotional abuse, physical abuse, sexual abuse, emotional neglect and physical neglect each measured by 5 items. A further subscale measures minimisation and denial of trauma. Participants are asked to respond to the 28 statements on a 5-point scale from "never true' to "very often true". Cut-off scores indicating none, mild, moderate or severe levels of abuse have been published (Bernstein, Fink, Handlesman, & Ford, 1994) .
Statistical Analyses
Each of the subscales of the CTQ was subject to the most appropriate test-retest reliability analysis based on the subscale: the continuous scales were assessed utilising two-way random effects intraclass correlations with absolute agreement and the categorical scales were analysed using Cohen's Kappa coefficients (Bartko, 1991) .
Intraclass coefficients were used (as in the original CTQ manual) as a measure of absolute agreement to assess reliability (as opposed to Pearson's correlation coefficients which would be insensitive to changes in mean scores). The internal consistency of the subscales was assessed by Cronbach's alpha. Table 1 summarises the prevalence of each of the subsets of trauma and percentage and number of participants falling into suggested cut-score categories at both time points (Bernstein et al., 1994) . It also reports internal consistency at both time points.
RESULTS

Prevalence of Trauma
There were no gender differences in the prevalence or type of trauma experienced by participants. Table 2 illustrates the test-retest statistics for repeated use of the CTQ in this population. Both intraclass correlations (ICC) and Cohen's kappa are reported.
Test-Retest Statistics
Changes Over Time In Reported Severity Table 3 Specifically there were some changes in participants who initially reported none (to minimal) abuse or neglect across the 5 subscales when they were followed up 18 months later. Two participants (5.1%) reported none (to minimal) emotional abuse at time 1 who later reported low (to moderate) emotional abuse and 1 participant (2.6%) changed from none (or minimal) at time one to reporting moderate (to severe) emotional abuse at time 2. One participant (2.6%) reported none (to minimal) physical abuse at time 1 who later reported low (to moderate) physical abuse. Three participants (7.7%) reported none (to minimal) sexual abuse at time one who later reported low (to moderate) sexual abuse. One participant (2.6%) changed from none (or minimal) at time 1 to moderate (to severe) at time 2 and another 1 participant (2.6%) changed from none (or minimal) at time 1 to reporting severe to extreme sexual abuse at time 2. Three participants (7.7%) reported none (to minimal) emotional neglect at time one who later reported low (to moderate) emotional neglect. Three participants (7.7%) reported none (to minimal) physical neglect at time one who later reported low (to moderate) physical neglect at time 2.
Changes in the denial score were not associated with changes in any of the 5 clinical subscales between the 2 testing sessions. The denial score (which attempts to estimate underreporting of maltreatment) does not appear to have a simple relationship with changes in reports of trauma.
DISCUSSION
Rates of trauma reported were comparable to previously reported rates of trauma in BD patients already cited (Hammersley et al., 2003; Maguire et al., 2008; Mowlds et al., 2010; Neria et al., 2005; Neria et al., 2008) . In addition, our inter nal consistency scores are also similar to those reported in previous literature on the CTQ. Previous studies have reported internal consistency coefficients for the five clinical scales have been reported as ranging from .78 to .95 in adult psychiatric patients with a variety of diagnoses (Bernstein & Fink, 1998) and from .65 to .95 in a population of at risk street youth (Forde, Baron, Scher, & Stein, 2012) .
Overall, the results regarding reliability are consistent with a growing literature suggests retrospective reports of childhood trauma by patients with even severe mental health conditions can be considered reasonably reliable (Fisher et al., 2009 ). This is the first study to focus exclusively on patients with BD. Both Landis and Koch (1977) and Fleiss (1981) have suggested interpretation guidelines for interpreting kappa scores though it is noted that these guidelines are largely arbitrary (Gwet, 2012) . Using these guidelines as a reference none of the subgroups of childhood abuse in our study dropped below the level of moderate agreement using Landis and Koch's measure or adequate agreement using Fleiss' measure. The physical abuse category showed either substantial agreement or excellent agreement dependant on using Landis and Koch's or Fleiss' guideline respectively.
A similar picture emerged in term of intraclass correlations. Our scores are similar or higher for all clinical subscales than those previously reported (Bernstein & Fink, 1998) , with the exception of sexual abuse. With respect to sexual abuse we report an intraclass correlation of r = .50 and while this is still a moderate correlation, it is lower than those previously reported in a outpatients substance abuse population (Bernstein & Fink, 1998) The consistency of the trauma reports we have found should be noted in the light of two points. Firstly, our time points were 18 months apart. In addition, childhood trauma can be difficult for patients to disclose and a research interview, as opposed to a therapeutic relationship, maybe a particularly difficult place to make such disclosures (Shannon et al., 2011) . It is hardly surprising that given these two factors there would be some fluctuations in response. The fact that reliability remains high is an important finding.
There are, of course, limitations to our study. The sample studied was relatively small though it was a complete sample of those known to have bipolar affective disorder within the studied catchment area and who met study criteria and agreed to take part. It should be also noted that we have found reports of childhood trauma are consistent over an 18 month time period. This does not imply that reports have good validity. It possible that inaccurate reports (over-reporting or underreporting) are consistent over these time points. Establishing the validity of reports of childhood trauma remains a research priority in many populations, including those with a diagnosis of BD.
There is considerable evidence for the impact of trauma on those with a diagnosis of bipolar disorder and it is therefore important for both clinicians and researchers. While such retrospective reports of child trauma are reasonably reliable over a lengthy time period some caution is still needed as there is evidence of some fluctuation in response. 
